, the number at risk at the beginning of the seventh week would be 41484566. However, the effective number at risk during the seventh week must be adjusted to account for the fact that the 2545000 individuals who received the vaccine during the week ending 18 December 1976 (Table I) were not all at risk for the entire seventh week from vaccination. If we assume that each of these vaccinees contributed one-half of a person-week of exposure for the seventh week (Cutler & Ederer 1958), the effective number at risk for the seventh week would be 41484 566-!(2 545000) = 40212066. The GBS rate for the seventh week from vaccination is then 0.45 per million personweeks, rather than 0.43 as was given in 1838), in his paper 'Tumour involving certain nerves', described one patient with lower brachial paresis rather than upper brachial paresis as stated by Rowland Payne. Rowland Payne (November 1981, p 814) fails to acknowledge Hare's meticulous post-mortem report and goes on to Question whether Hare's patient had a hoarse voice and paralysis of hemidiaphragm or not. Of course, Hare was not aware of the significance of paralysis of the sympathetic, the vagus, or the phrenic nerve, but then neither was Horner (1869) aware of other causes of the syndrome he described. Even Pancoast (1932) admitted that the title he had given to the description of the syndrome might have to be changed with more knowledge of the histopathology of the growth.
Mediastinal tumours may cause superior vena caval obstruction, hoarseness due to recurrent laryngeal nerve paralysis, Horner's syndrome, and diaphragmatic paralysis from phrenic nerve involvement (Batten 1978). Two of Dr Rowland Payne's patients (Cases 1 and 3) had mediastinal disease, yet he did not exclude mediastinal disease as a possible cause of paralysis of any of the three nerve trunks.
Neither Horner, Pancoast, nor Rowland Payne acknowledge Hare's astute clinical observations. Hare (1838) described his patient without the benefit of X-rays or CAT scans; yet his description embodies Horner's syndrome, Pancoast's syndrome and even the newly recognized syndrome in the neck.
Paralysis of the hemidiaphragm is very often a radiological diagnosis, and it was not until 1858 that indirect laryngoscopy became a practical procedure for inspecting the anatomical structures and functions of the larynx (Czermak 1858 Clinical Electrophysiology of Vision (ISCEV) celebrates its 25th anniversary at the annual meeting to be held in Budapest. Compared with many other investigations in other specialties these tests have made little impression on clinical ophthalmology and some are virtually unknown outside this specialty. There are two principal reasons for this. First, the ophthalmologist is fortunate in that the eye is in most cases easily inspected and there are many sensitive and reliable tests of visual function. The second is the nature of the tests. The responses have to be elicited by some visual stimulus and they vary considerably with the stimulus used. There are probably as many stimulus and recording techniques as there are clinics providing a service. Interpretation of the results can only be done in the clinic where the The tests currently available are those of retinal function: the electroretinogram (ERG) and the electro-oculogram (EOG), and of cortical function: the visually evoked response (VER) being but one of many terms used. This book, written by R E Carr & I M Siegel, claims to provide a practical guide to these investigations, stating that as yet there has been no complete text on the subject. They ignore (or tacitly criticize) the works of Babel et al. (1977) and Galloway (1981) .
Their presentation is in two parts with a technical appendix. The first part describes the basis and techniques of the tests, the second their clinical applications. In reviewing this book it
